Objective : Endovascular coiling of ruptured tiny aneurysms (RTAs) in the brain has been known to be technically challenging owing to the higher rate of adverse events, such as thromboembolism and intraoperative rupture. The aim of this study was to report our ex-periences of endovascular treatment of RTAs (size, ≤3 mm).
INTRODUCTION
It is generally considered difficult and risky to treat a ruptured tiny aneurysm (RTA) via the use of coil embolization. 
MATERIALS AND METHODS
We neck-to-dome ratio were either clipped or coiled using stent or balloon assistance. Owing to the retrospective nature of the present study, the need for obtaining informed consent was waived by our Institutional
Review Board

Patient population and aneurysm morphologies
The demographic data of the patients and characteristics of the aneurysms are provided in Table 1 . 
Endovascular procedure
In general, EVT was performed as soon as possible 
Clinical and angiographic follow-ups
The immediate and follow-up angiographic results were analyzed. Occlusion was classified as follows:
"complete" when no contrast filling of the aneurysmal sac and neck was observed, "near-complete" when contrast filling of the aneurysmal neck was slow, or "partial" when any degree of contrast filling was ob- 
RESULTS
The procedural complications and treatment results are summarized in Table 2 
Clinical status at discharge or during follow-up
Only one patient had symptomatic vasospasm were independent, with an mRS score of 0-2; the other four patients (11.4%) were dependent, with an mRS score of 3-6. One of these four patients had an mRS score of 6 (owing to traumatic brain hemorrhage after Table 3 . Literature review of endovascular treatment of RTAs falling down during hospital stay); two had an mRS score of 5 (owing to poor preoperative status and old age); and one had an mRS score of 3 (owing to old age). The 34 surviving patients were followed up for 6-80 months (mean, 17.2 months). No neurologic deterioration or hemorrhagic complication occurred during the follow-up period in any of these patients. formed in the patient at 14 months postoperatively, and complete occlusion was achieved (Fig. 3) . Thus, the overall stable occlusion rate was 90.9% (20/22) , and the recanalization rate was 9.1% (2/22). months) showed complete occlusion in 66% of aneurysms, neck remnant in 26%, and partial occlusion in 8%. 13 Our research findings support their hypothesis. In our series, the two patients who experienced IPR showed favorable neurological outcomes (mRS score, 0-2) and could function independently.
Follow-up angiographic results
Twenty
DISCUSSION
We summarized the reported studies in which more than 10 patients with RTAs were treated with EVT in showed favorable neurological outcomes. The rates of PPR, symptomatic thromboembolism, recanalization, and retreatment were 9%, 4%, 9%, and 7%, respectively.
They reported a high rate of PPR similar to ours. In retrospect, two cases of ERB and one case of IPR occurred in the early period of this series at our institution. It is assumed that the lack of experience of aneurysm coiling and undeveloped coil technology at that time might have partially contributed to the higher rate of PPR. It is believed that small aneurysms are more prone to IPR because there is less room for manipulation of endovascular devices. 15) Because stiffness is inversely proportional to the length of the coil segment, the stiffness of the initial coil segment would be higher in smaller aneurysms than in larger aneurysms; therefore, the risk of rupture would be higher in the former than in the latter. 
CONCLUSION
Our experiences show that EVT for RTAs is both feasible and effective. However, PPR was found to occur more often (11.4%) than what is generally suspected. Development of coil technology allows a favorable outcome in EVT of RTAs.
